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THE AWARENESS OF 


Responslhility 


By ROBERT B. MARIN, M.D., Montclair, New Jersey 





The greatest danger to any physi- 
cian is that he may become a little 
person in a little world. 


Nothing is more important to 
American medicine than the preser- 
vation of individual initiative and 
freedom of thought and action. This 
concept is today threatened by a 
tremendous burden of social legisla- 
tion. Of the several bills now on the 
congressional agenda, each would 
radically change the present system 
of medical care and _ profoundly 
affect the individual physician and 
patient. 


Physicians as a group are strongly 
opposed to socialized medicine in 
any form, with its emphasis on pro- 
duction line service rather than re- 
spect for individual initiative and 
understanding. Nothing, however, is 
less static than humanity. 


The task of the physician is, there- 
fore, to grow apace with both a 
forsight and hindsight to the physical 
ills, emotional crises, and catastro- 
phies that plague and challenge the 
progress of our social and economic 
current. The growing sterility of 
personal initiative as fostered by a 
socially directed state, the frustra- 
tions and anxieties concurrent with 


123 


economic success, and the changing 
patterns of moral values all contrib- 
ute to the instability, and therefore, 
the health of the average patient. 

To meet the problems of a health 
conscious American public, effec- 
tively, will require the education of 
both the profession and the patient, 
as well -as an understanding and 
realistic analysis of the needs of 
both. Let us for a moment examine 
some of the factors recognized by 
both the profession and laity which 
indicate a positive need for a fresh 
reconsideration of the modern medi- 
cal problem: 


Ethics 


First, the problem of professional 
ethics: From the public’s standpoint, 
professional ethics are one of the 
mysteries of medicine, little under- 
stood, and often in the patient’s 
opinion, constituting a protective 
and frequently abused shield. To 
the patient seeking medical care, 
ethics can constitute and have con- 
stituted an insurmountable barrier. 
To construe the Hippocratic Oath 
as protection for the unscrupulous 
and inept is a travesty which medi- 
cine itself should no longer tolerate. 
That ethics of an unquestionably high 
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standard should exist is, therefore, 
a basic requirement to both the pro- 
fession and the public. Their use 
must be founded on integrity, mutual 
understanding, and realism so that 
both groups will benefit in equal 
measure. 


Second, the hospital, the doctor, 
and the public: Though often criti- 
cised, American hospitals are in 
general the finest of their kind both 
in physical make-up and staff. In 
hospital relations and in training 
programs, there is much to be asked 
for. Many factors affect this picture, 
i.e. The growth of the hospital as 
the center of medical care for the 
community, the intense competition 
for staff appointment, inter-hospital 
politics and petty jealousies. Through 
this maze of diverging ideas and 
ambitions, the hospital superinten- 
dent treads a stormy and many 
times ineffectual course. In such a 
poorly coordinated group, the pri- 
mary obligation of service to hospital 
and community is frequently over- 
looked. The inevitable result of such 


systems is the generalized lowering 


of departmental standards poor 
intern training, and a complete lack 
of “esprit de coeur’? among the 
members of the staff. Since a hos- 
pital primarily belongs to the area 
which it serves, its interests and 
well being is largely dependent on 
the attitude of the people in the 
community, as well as the interest 
and sincerity of the professional 
staff. Integration and understanding 
between these two forces is not only 
desirable, but necessary to success- 
ful hospital function. A pause for 
honest consideration of both public 
and professional needs, as well as 
community teamwork is both a real- 
istic and productive approach. 


Third, a consideration of the role 
of the general practitioner and his 
present and eventual place in medi- 
cine: A severe evolution involving 
the concept and functions of this 
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office is taking place; an evolution 
which might gradually eliminate this 
essential branch unless the factors 
are recognized and challenged. The 
doctor, as well as the public is 
equally responsible for and contrib- 
uting to this change. In many 
areas of the country, the passing of 
the family physician is almost an 
accepted fact. Nothing could be more 
tragic. 

The fact is that the technical 
aspects of medicine have _ been 
emphasized to the public to a greater 
degree than is proper and healthy. 
In the training of the young doctor 
and in his subsequent practice, the 
patient is too often regarded as an 
inanimate reflex to be recorded on 
the charts or photographic strips of 
the basal metabolism, electrocardio- 
gram, or X-ray machines; or to 
be summed up, as a percentage of 
organic or inorganic matter as shown 
in the laboratory test tube. This sub- 
stitution of science for common sense 
is reflected in the growth of self 
diagnosis, poor diagnosis, and medi- 
cal insecurity for the average pa- 
tient. The well trained family physi- 
cian is still and should be the hub 
of medical care, acting the duel 
role of friend, counsel, and physician. 


Changing patterns must, however, 
be recognized; the increasing aware- 
ness on the part of the public of 
the need for a careful medical work- 
up preceding diagnosis, and the 
demand for annual health surveys 
and periodic health guidance. In 
the final analysis, dependence upon 
service of this kind is proving a 
potent argument; that careful diag- 
nostic procedure which takes place 
before treatment is the best and 
most inexpensive form of medicine. 
Once established and properly pre- 
sented to the public preventive 
medicine should open an entire new 
vista of unexcelled care to the pa- 
tient. Since nothing is more stimulat- 
ing than example I see no reason 


124 









why health may not be as contagious 
as illness. 

Fourth, a revaluation of the spe- 
cialist and his place in the future 
medical picture: The mad rush to 
climb on the specialty band wagon 
has hurt, not helped American medi- 
cine. The fact that a high percentage 
of the graduates from every medical 
school are now pointing their lives 
toward one of the _ specialties, 
shows a disproportionate emphasis. 
The American Boards, while in 
themselves signifying professional 
achievement, tend, with or without 
meaning, to further this idea. I ques- 
tion how healthy the growth of nu- 
merous exclusive fraternities in 
medicine really is, and whether their 
establishment is not at the sacrifice 
of professional unity. The abuses 
which might accrue are obvious. To 
abel this tendency toward speciali- 
zation as merely medical evolution 
is only a part truth. Contributing are 
the crowded waiting rooms of the 
general practitioners, the hasty 
examinations, and the inadequate 
follow-up. The place and the impor- 
tance of the specialists in American 
medicine cannot be over emphasized 
but only as an adjunct to the family 
physician and with the frank realiza- 
tion that no individual member is 
able to excel in all fields. 

Fifth, the education of the public: 
This education should be carried on 
by each and every individual physi- 
cian, and by their county, state, and 
national societies. There is a tre- 
mendous need today, by all groups, 
for the dissemination of medical in- 
formation based on factual research 
and use. In the past, and at the 
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makes them serviceable. 





EDITORIALS 






Importance of Space 
Thirty spokes unite in one nave; the utility of the cart depends on 
the hollow center in which the axle turns. Clay is moulded into a ves- 
Sel; the utility of the vessel depends on its hollow interior. Doors and 
windows are cut out in order to make a house; the utility of the 
house depends on the empty spaces. Thus, while the existence of 
things may be good, it is the seemingly non-existent in them which 
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present, the popular monthly period- 
icals have been the main source of 
public medical knowledge. Many of 
these articles are ethical, timely, and 
well authenticated. 

An equal number of medical 
articles are simply sensational in 
offering as truth, medication or 
treatment that is only in an experi- 
mental stage of development. The 
publicity given the ‘‘miracle or won- 
der drugs’’ has lent to medicine a 
sensationalism usually associated 
with the spiel of the old time medi- 
cine man. The fact that in many 
cases the miracle never transpires 
places the doctors in the unsavory 
position of perpetrating a fraud. 

Until we become more articulate 
in opposition to this type of adver- 
tising medicine, the reputation of the 
entire profession will continue to 
suffer. There exists, therefore, an 
unexcelled opportunity for publishers 
and physicians to cooperate in pre- 
senting pertinent medical informa- 
tion based on well established fact. 
In doing so, both groups would be 
serving a vital national need. The 
greatness of these medical issues 
requires capacity appropriate for 
dealing with them. Facility of speech 
and knowledge are insufficient. 
Called for are character, self disci- 
pline and confidence born of humil- 
ity. If medicine is to remain an indi- 
vidual and cooperative service dedi- 
cated to the public and profession 
alike, these and many other changes 
should receive serious thought. Not 
alone reform, but recognition of ex- 
isting economic need will enable the 
American doctor to meet the chal- 
lenge of medicine today. 
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Diagnosis Without Symptoms 


The physician who wishes to do 
his best for his patients is con- 
fronted with a dilemma. Should he 
follow the old traditional method of 
waiting for symptoms before he 
studies his patient thoroughly or 
should he put apparently well pa- 
tients through many diagnostic tests 
and complete physical examinations 
in the hope of detecting serious dis- 
ease early? 


Older clinicians decry the tend- 
ency to perform routine tests as a 
screening procedure. Their objec- 
tions are that such methods tend to 
make the physician forget the indi- 
vidual study of the patient, to be- 
come less a clinician and more a 
mechanical type of diagnostician, to 
take a short and ineffective history 
and often to perform an incomplete 
physical examination, relying rather 
upon laboratory reports to come. 


Men who believe firmly in routine 
methods of laboratory examination 
of all persons, state that 


1. Circulatory disorders: 


A. Chronic infective myocardial 
disease 


(1) Rheumatic, (2) Syphilitic 
B. Hypertensive arterial disease 
C. Arteriosclerosis 
(1) Cerebral: Apoplexy, demen- 
tia, encephalopathy 
(2) Coronary: Cardiac disease 
(3) Renal: Chronic nephritis 


(4) Pancreatic: Diabetes melli- 
tus 


(5) Extremities: Gangrene, Bur- 
gers disease 


D. Combinations of above 
2. Metabolic disorders 


(1) Diabetes mellitus (2) Ane- 
mia (3) Climacteric (4) Gout 
3. Malignant tumors, all forms. 
4. Arthritis of various types 
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all begin asymptomatically and ma 
be well advanced before subjective 
complaints of sufficient intensit; 
arise to cause the patient to seek 
medical assistance. To be di 
covered early enough to accomplish 
much therapeutically, they must bh 
searched for in apparently well peo 
ple. In almost no instance are thg 
symptoms directly referable to the 
organic lesions. Early detection i 
volves functional evaluation of re 
serve capacities. Depreciations ji 
reserve capacity (renal, metabolic 
cardiac) can be detected only b 
stress tests, unless the depreciatioy 
is so great that it is usually irrepar 
able. Health is always relative an 
the borderline between health an 


disease vague and indefinite.1 (Steig 
litz). 


As in most discussions, the truth 
lies in the middle ground betweei 
the two factions. 


The solution would seem to be i 
a variety of screening procedure 
In the physicians office, the sedi 
mentation rate is a simple, inexpen 
sive test that can be taken simult 
neously with the Wassermann tes! 


sign if elevated and further study i 
indicated. 


Of course, routine chemical an 
microscopic urinalysis (using tim 
Saving tablet methods) should b 
carried out on every person poss 
ble, as well as routine chest fil 
and the simple abdominal x-ray. | 
both are combined, a relatively hig 
per cent of abnormalities will b 
found, especially if a compete 
roentgenologist carefully _ studie 
them. 


1. Stieglitz, E. J. Med. Clinics North Ameri 
Mar. 1949. 
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Acute Brucellosir 


"By JAMES P. CAMPBELL, M.D., Wheaton, Illinois 


Brucellosis in either the acute or 
Bchronic form has had no effective 
specific therapy in the past. Its rec- 
‘Pognition as a not uncommon prob- 
lem in medicine has been increasing 
rapidly in the past few years. Many 
brilliant workers such as Harris, 
Huddleson, Casteneda and Spink 
have applied themselves to finding 
®a cure for this disease with success 
Gin large percentages of patients. The 
igfrecent use of streptomycin and sul- 
fadiazine in combination provided 
apparent cure in acute cases as well 
as some of a chronic nature. Intro- 
Hduction of aureomycin offers addi- 
tional hope to suffers of Brucellosis. 


A case where streptomycin and 


‘eS§sulfadiazine proved of no avail; 


whereas aureomycin added to the 
program effected an apparent cure 


Successful Treatment 
of a Patient 


in a critically ill patient with acute 
Brucellosis is reported. 

Mrs. H., a 53 year old housewife 
entered the hospital 12/13/48 with a 
history of fatigue starting shortly 
after Thanksgiving. Two weeks 
prior to admission generalized ab- 
dominal pain and diarrhea started. 
Up to 10 watery stools a day oc- 
curred. There were intermittent bouts 
of fever and chills. Restriction of 
diet, tincture of opium and sulfathal- 
idine gave some relief from the diar- 
rhea at home. 

Examination revealed a 54 year 
oid married woman acutely ill. 
Height 5 ft. 4% in., weight 131% lbs. 
Blood pressure 122/76, temperature 
102.6, pulse 92. Heart and lungs nor- 
mal. Abdomen distended, liver pal- 
pable three fingers below the costal 
region. The uterus was missing. 


Fever Chart 


HE 





EDITORIALS 


Diagnosis Without Symptoms 


The physician who wishes to do 
his best for his patients is con- 
fronted with a dilemma. Should he 
follow the old traditional method of 
waiting for symptoms before he 
studies his patient thoroughly or 
should he put apparently well pa- 
tients through many diagnostic tests 
and complete physical examinations 
in the hope of detecting serious dis- 
ease early? 


Older clinicians decry the tend- 
ency to perform routine tests as a 
screening procedure. Their objec- 
tions are that such methods tend to 
make the physician forget the indi- 
vidual study of the patient, to be- 
come less a clinician and more a 
mechanical type of diagnostician, to 
take a short and ineffective history 
and often to perform an incomplete 
physical examination, relying rather 
upon laboratory reports to come. 


Men who believe firmly in routine 
methods of laboratory examination 
of all persons, state that 


1. Circulatory disorders: 


A. Chronic infective myocardial 
disease 


(1) Rheumatic, (2) Syphilitic 
B. Hypertensive arterial disease 
C. Arteriosclerosis 
(1) Cerebral: Apoplexy, demen- 
tia, encephalopathy 
(2) Coronary: Cardiac disease 
(3) Renal: Chronic nephritis 


(4) Pancreatic: Diabetes melli- 
tus 


(5) Extremities: Gangrene, Bur- 
gers disease 


D. Combinations of above 
2. Metabolic disorders 
(1) Diabetes mellitus (2) Ane- 
mia (3) Climacteric (4) Gout 
3. Malignant tumors, all forms. 
4. Arthritis of various types 
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all begin asymptomatically and may 
be well advanced before subjective 
complaints of sufficient intensity 
arise to cause the patient to seek 
medical assistance. To be dis- 
covered early enough to accomplish 
much therapeutically, they must be 
searched for in apparently well peo- 
ple. In almost no instance are the 
symptoms directly referable to the 
organic lesions. Early detection in- 
volves functional evaluation of re- 
serve capacities. Depreciations in 
reserve capacity (renal, metabolic, 
cardiac) can be detected only by 
stress tests, unless the depreciation 
is so great that it is usually irrepar- 
able. Health is always relative and 
the borderline between health and 


disease vague and indefinite.1 (Steig- 
litz). 


As in most discussions, the truth 
lies in the middle ground between 
the two factions. 


The solution would seem to be in 
a variety of screening procedures. 
In the physicians office, the sedi- 
mentation rate is a simple, inexpen- 
sive test that can be taken simulta- 
neously with the Wassermann test. 
At any age, it is a valuable danger 
sign if elevated and further study is 
indicated. 


Of course, routine chemical and 
microscopic urinalysis (using time 
saving tablet methods) should be 
carried out on every person possi- 
ble, as well as routine chest films 
and the simple abdominal x-ray. Ii 
both are combined, a relatively high 
per cent of abnormalities will be 
found, especially if a competent 
roentgenologist carefully _ studies 
them. 


1. Stieglitz, E. J. Med. Clinics North Americt, 
Mar. 1949. 
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Brucellosis in either the acute or 
chronic form has had no effective 
specific therapy in the past. Its rec- 
ognition as a not uncommon prob- 
lem in medicine has been increasing 
rapidly in the past few years. Many 
brilliant workers such as Harris, 
Huddleson, Casteneda and Spink 
have applied themselves to finding 
a cure for this disease with success 
in large percentages of patients. The 
recent use of streptomycin and sul- 
fadiazine in combination provided 
apparent cure in acute cases as well 
as some of a chronic nature. Intro- 
duction of aureomycin offers addi- 
tional hope to suffers of Brucellosis. 
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By JAMES P. CAMPBELL, M.D., Wheaton, Illinois 
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Acute Brucellosis 


Successful Treatment 
of a Patient 


in a critically ill patient with acute 
Brucellosis is reported. 

Mrs. H., a 53 year old housewife 
entered the hospital 12/13/48 with a 
history of fatigue starting shortly 
after Thanksgiving. Two weeks 
prior to admission generalized ab- 
dominal pain and diarrhea started. 
Up to 10 watery stools a day oc- 
curred. There were intermittent bouts 
of fever and chills. Restriction of 
diet, tincture of opium and sulfathal- 
idine gave some relief from the diar- 
rhea at home. 

Examination revealed a 54 year 
oid married woman acutely ill. 
Height 5 ft. 4% in., weight 131% lbs. 
Blood pressure 122/76, temperature 
102.6, pulse 92. Heart and lungs nor- 
mal. Abdomen distended, liver pal- 
pable three fingers below the costal 
region. The uterus was missing. 
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Past history disclosed a hysterec- 
tomy and appendectomy in April 
1948. Tonsillectomy in 1927. Several 
attacks of diarrhea occurred in the 
past two years. X-ray examination 
aroused suspicion of regional [leitis 
at the distal end of the ileum. A 
cystocele and rectocele were re- 
paired in 1944. Measles, mumps, 
whooping cough and pleurisy oc- 
curred by the age of 18. 

Laboratory and X-ray examina- 


tion gave these results: 


12/12/48 Urinalysis—cloudy reaction 6.5, few 
bacteria occasional Epithelial cells. 

12/13/48 ee os reaction 6., occult 
bh 3-5, Epithelial cells full of 
gross and hyaline casts, 1 plus al- 
bumin; white blood count 3-5; crys- 
tals ca ox. 
Feces—parasites—neg. 

Blood—red blood count 4,200,000; 
white blood count 15,150; hemo- 
globin 13 gms. %#% color ‘index 1. 
segs 36. Lymphs 14. Neg. for cer 
tination in tests for typhoid O 
—ae A&B; and _ undulant 
fever. 

12/14/48 Kahn—neg. 

Feces—liquid, greenish, red blood 
cells present, pus loaded, some fat, 
oe ! parasites. Culture 12/11/48—B. 

‘0! 
12/15/48 Feces—parasites neg. 

Urine culture—no growth. 

12/16/48 Chlorides 352. Protein 5.2. 

Blood—RBC 3,500,000—WBC 6,700 Hb. 
1l gms. 72%, Color index 1. Segs 6, 
Lymphs 74. Mono. 20. 

12/17/48 Biood RBC 3,730,000—WBC 6,450, Hb. 
10 gms. 65%, color index 1, Lymphs 
21, Stabs 1 Segs 77 L ymphs 

Copiey blood 5733 OK.: "Seine eeeare 
12/13/48—no growth; no stool — 
3 fess, isolated on any spec. r 

— s 
ood types ‘“‘A’’; Rh neg. 
12/18/48 Paratyohota Al: £40. 

Paratyphoid B 0 

Typhoid O 1:40. 

Typhoid A 1:20 

Brucellosis 1:160. 

Blood—RBC 3,600,000 WBC 10,050, Hb. 
10. 5 gms. 68%, color index 0.94, 
Eosins 2; segs 69 lym s 29. 

12/19/48 Blood_—RBC 4,100,000 12,200 Hb. 

. = 75%, segs 84 lymphs 16. 

12/20/48 schon ile—neg.; ; Stool for culture 
—no thogens; Agglutations: 

Typhoid O O positive through ]/160. 

Undulant fever positive through 1/320. 

Typhoid H neg. 

12/20/48 Blood—protein 9, direct reaction neg. 
indirect action 6 mgs. sulfa. 3, 
chlorides 396, icterus index 9. 

Urine—amber, clear, reaction 6.5. 

WBC some clumps, Se. 1.006. 
12/22/48 Blood—RBC 4,470,000 C 18,400 Hb. 
ag 5 74.6%, Eosins 2 Stabs 22, segs 


tinations: 
Agglutina ons: typhoid O pos through 
— brucellosis pos through 1:640 


Bined direct reaction 10 min—1 30 
min 4. Indirect reaction 5.15. 
12/23/48 a ee 9,450 RBC 3,750,000 Hb. 
gms. 78%, color index 1.04, 
fe 4 stabs 28 segs 54 lymphs 14. 
Sephalin Flocc—2 plus 
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Urinalysis—dark amber cloudy, re. 
action 7, WBC 8-10-Ep cells 5-10, 
no acetone, no sugar, sg 1.000. 
Blood—protein on chlorides 371.25. 
12/30/48 Blood—RBC 4,150,000 WBC 14,800 Hb. 
z 5 es 6%, eosin 4 stabs 1 segs 
mphs 
1/4/49 Blood” culture shows pe growth from 
12/13 through 1/4/49 
Brucellosis agglutinations positive 
a 1:100 dilution. Stool culture 


1/5/49 Blbod RBC 4,490,000, WBC 8,900 Hb. 
12 gms. 78.1%, qoetae 5, — 18 
segs 52 lymphs 23 2 slight 
hypochromia. 

1/5/49 Blood—chlorides 499.5 protein 8.4. 

1/11/49 Icterus index 7.9. 

1/12/49 State lab. Undulant fever pos. 1-1280. 

1/14/49 C.C. Flocculation neg. at 24 and 48 hrs 

a Slight agg. 1:25. 

X-rav reports as follows: 
12/18/48 Chest spores Rt. lower lobe pneu- 
monia 
Lung fields cleared considerably. 
There is moderate amount of den- 
sity in the hilar areas. Pleural mar- 
gins are clear. Heart and aorta are 


normal. 
1/18/49 Barium Meal with films: 

Barium enters several portions of 
colon which are of normal diame- 
ter. There is no tenderness. The 
ileo-cecal valve is somewhat patent 
and barium enters the distal ilem 
with very little pressure. Slight fix- 
ation of the cecum. Diameters of 
distal ileum are well within normal 


monos 


range. 

1/19/49 Outline of the ileum and jejunum is 
normal. as noted following the 
serial films. 


Protoscopic examination failed to 
demonstrate more than a _ pus-like 
diarrhea with no defects in the mu- 
cosa of the rectum. 

Therapy was started with Dura- 
cillin and sulfathalidine and suppor- 
tive measures. Streptomycin was 
started the 3rd day in the hospital. 
A right lower lobe pneumonia was 
detected on the 7th day. Clumps of 
pus were found in the urine; Reten- 
tion developed. Sulfadiazine was 
added on the 8th day. On the Ilth 
day Aueromycin was _ introduced 
with almost immediate and progres- 
sive improvement. Twenty days 
later all medication was discon- 
tinued with apparently a_ well 
patient. Agglutination for Brucellosis 
was positive 1/25 before discharge. 
Liver damage was present but the 
patient had no symptoms. 


Follow up at home, four months 
fater, revealed a well patient, afeb- 
rile with repeated agglutinations 
for Brucellosis not exceeding 1/80. 
Treatment for the liver damage with 
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methionine, high protein diet, high bar pneumonia and urinary tract in- 
carbohydrate and high vitamin diet, fection with retention was treated 
is being used. successfully. Aureomycin apparently 
SUMMARY: A 54 year old white turned the tide in this patient. 
woman with acute brucellosis com- Conclusion: Aureomycin offers 
plicated by a purulent diarrhea, lo- much hope in acute Brucellosis. 
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The “Acute Abdomen” 
Ruptured Appendix With Mechanical Obstruction 


(Joseph Levitin of San Francisco summarized the value of a simple abdominal 
x-ray or “flat film’’ for the recognition of acute abdominal lesions in a Clinical 
Medicine article. Because of lack of space, his case reports, with roentgenograms, 
must be published serially.—Ed.) 


Case Number 5 


Woman aged 50: Acute onset of pain in the mid-abdomen which later localized to 
the right lower quadrant. After a few hours the pain subsided and the patient started 
to become distended. On the second day she was taken into the hospital. Upon entry 
patient showed abdominal distention, had a white count of 15,000 with 85 per cent 
polymorphonuclear cells. Film of the abdomen showed distended small bowel of 
a mechanical nature, and the loops of small bowel were all freely movable. There 
was an obliteration of the pro-peritoneal fat line on the right, lower flank. Diagnosis 
made of an abscess in the right lower quadrant with a mechanical obstruction. At 
operation a gangrenous walled off appendix was found in the right lower quadrant. 
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FRACTURES 


IN INFANTS AND CHILDREN* 


By R. L. Gorrell, M.D., Clarion, lowa 


Diagnostic pointer: An abnormal 
swelling along an extremity in an in- 
fant or child may be an unrecognized 
fracture, or one which occurred due to 
parents unadmitted negligence or during 
a rapid delivery to save the infant’s life. 
Parents may play roughly with the child, 
then refuse to admit it. X-ray appear- 
ance in the child may resemble infec- 
tion, as osteomyelitis. 

Fractures in infants heal rapidly, cal- 
lus often appearing in 1 week and a large 
amount later. 

Deformity in the infant and very young 
child is compatible with good functional 
result. It may be difficult to identify the 
point of fracture at the end of orie year. 
Any weight bearing bone must have 
length restored, especially the femur. 


Newborn 

Any injury severe enough to demand 
attention in the newborn is usually due 
to difficult labor. The Clavicle or hum- 
erus may fracture when force is applied 
to bring down a shoulder. Epiphyseal 
separations of the upper end of the fe- 
mur have occurred occasionally as a re- 
sult of considerable force. 

Fractures occurring in infants up to 
1 year of age result from falls out of 
crib or being dropped by parents or 
from motor car accidents. 

Clavicle fractures: Greenstick in type; 
no separation of fragments unless there 
is a complete fracture. Treatment: A 
figure of eight bandage, consisting of 
narrow stockinette filled with cotton is 
pinned in back, or a pad may be placed 
in the axilla and the arm taped to the 
side, or a sling to hold the arm. After 
10 to 14 days of such immobilization, 
the fracture will be united solidly and 
no further therapy will be needed. Re- 
sults are good and no serious complica- 
tions occur. 
~ *(Notes by R. L. Gorrell, M.D. taken at a 
Postgraduate course in pediatric and traumatic 
surgery given by The Center for Continuation 


Study, University of Minnesota Medical School, 
Minneapolis.) 
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Humerus fractures: Usually the frac- 
ture is in the mid-portion with complete 
separation of the fragments. The arm 
should be bound to the side of the body, 
with the elbow extended slightly more 
than a right angle. Cotton padding or 
sheet wadding should be used in the 
axilla, to prevent maceration of the skin. 
A Velpeau type bandage with the arm 
across the chest may be used, and the 
body used as a splint. The elbow ‘should 
be extended more than 90° so that the 
fragment of the humerus will not tip. 
Complete reduction is not necessary, but 
rather some type of bony approximation. 
10 to 14 days protection in this type 
dressing allows sufficient callus, so that 
one may safely then use a sling for a 
week. Marked angulation of the fracture 
will be corrected by time; re-xraying a 
year or two later will reveal a normal 
appearing humerus without angulation. 

Forearm fractures: A long arm cast 
should be used with the elbow flexed to 
a right angle. Cross-union between the 
radius and ulna must be avoided. 

Femur fractures: Fracture is usually 
in midshaft with much anterior angula- 
tion due to hip flexor muscles (iliop- 
soas). Overhead Traction may be applied 
to both legs; the buttocks must be kept 
off the bed. Either fixed traction or 
weights may be used up to age four. 

In the infant the flexion deformity may 
be corrected by flexing the thigh upon 
the abdomen to get satisfactory align- 
ment and to bind the thigh to the ab- 
dominal wall in this flexed position. This 
is a comfortable position for the infant; 
end results are good. 

As in any weight bearing bone, length 
must be obtained but angulation of con- 
siderable degree may be disregarded; 
natural stresses will tend to correct the 
angulation but discrepancy in length can- 
not be overcome. If the length is not 
normal, one should pull it down with 
more traction until length has been ob- 
tained. A fracture of the femur in the 
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newborn should be held for 4 weeks; for 
a child of one year, up to 6 weeks. No 
further treatment is necessary because 
stabilization has been obtained by suffi- 
cient callus. 

Tibia and fibula fractures are man- 
aged by gentle manipulation if there is 
any displacement whatsoever, plus a 
long leg cast with knee flexed to 30° for 
4 weeks. 

Epiphyseal separation is managed by 
gentle manipulation and reduction of the 
separation to a quarter or half of nor- 
mal, followed by a cast. Perfect reduc- 
tion is not necessary. 

Osteogenesis imperfecta is a rare dis- 
ease characterized by repeated frac- 
tures, and possibly by blue sclerae. Con- 
genital bow of the tibia or pseudoar- 
throsis of the tibia is another rare con- 


Diagnostic Error 


dition, a serious one as the bone fails to 
unite in most cases and one-half will 
come to amputation. Think of this condi- 
tion in any newborn with a bow of the 
tibia (anterior or lateral bowing of the 
lower one half of the tibia) and yellow, 
cafe au lait spots on the ‘skin. 


Summary 

Fractures of the newborn and infant 
are usually handled quite easily. Frac- 
ture of the femur may be cared for by 
Buck’s extension or an overhead frame, 
if there is a question about position and 
length. Open operation and reduction 
should almost never be done as a poor 
anatomical alignment will tend to cor- 
rect itself within a period of a year or 
two, if sufficient bone length has been 
obtained in weight bearing bones. 


OCasteoclastoma 


By JAMES F. BRAILSFORD, M.D., Birmingham, England 


A 20-year-old white male com- 
plained of pain in the left knee joint 
but no definite abnormality could be 
seen or felt upon examination. 

An X-ray showed no abnormality 
of the bone, but several months later 
an X-ray showed a localized oste- 
olytic lesion at the lower end of the 
femur which was diagnosed as an 
osteoclastoma. 


A course of deep X-ray therapy 
was given, but subsequent X-rays 
showed further progress of the oste- 
olytic process. An X-ray three 
months after irradiation revealed 
early consolidation of the tumour 
area which had become almost nor- 
mal one year later. 


Discussion: See following case. 


A 31-year-old white male had suf- 
fered an injury over the lateral fem- 
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oral condyle and had suffered pain 
thereafter. Two X-rays revealed an 
early osteolytic process indicative of 
osteoclastoma. A course of X-ray 
therapy was given. Irradiation was 
followed by progression of the oste- 
olytic process radiologically and fur- 
ther X-ray therapy as given to the 
limits of skin tolerance. There was 
cessation of progress, but no evi- 
dence of reorganization or consolida- 
tion. After 18 months, with no evi- 
dence of metastatic lesions, amputa- 
tion was performed. The patient was 
well a year and a half later. Sec- 
tions of the tumour confirmed the 
diagnosis of osteoclastoma. 


Discussion 


Osteoclastoma ordinarily responds 
to X-ray therapy with a definite se- 
quence of events: progressive decal- 
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cification for a month or two, then 
gradual recalcification and consoli- 
dation. If the limb is properly im- 
mobilized during the osteolytic proc- 
ess there is no deformity. Some 
cases of osteoclastoma will develop 
fatal pulmonary metastases follow- 
ing amputation and others, after 
years of benign course, will undergo 
malignant metaplasia, metastases 
and death. Simple chondromata of 
the extremities have histological ap- 
pearances similar to chondrosar- 
coma, but are cured by local resec- 
tion. Chondromata of the pelvis have 
histological pictures usually reported 


Diagnostic Error: 


as simple, but from which metas- 
tases may develop. 
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Osteitis versus Sarcoma 


An 18 year old girl complained of 
a dull pain in the left knee of two 
months duration. The pain was 
worse at night and prevented sleep. 
The patient did not remember any 
injury. 

Examination revealed a_ slight 
swelling over the medial tibial con- 
dyle which was somewhat tender on 
pressure. There was some degree of 
wasting of the quadriceps and some 
limitation of movement of the bones 
at the knee. 


X-ray revealed a localized sclero- 
sis of the medial tibial condyle sug- 
gestive of sarcoma (See Figure 1). 
There were no metastatic lesions in 
the lungs radiologically. 


A biopsy was performed within a 
month. The tumour was relatively 
soft, felt hot to touch and did not 
pulsate. The bone, containing what 
appeared to be the entire tumour, 
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was resected. Histological examina- 
tion revealed ‘‘a mass of dense cica- 
trical fibrous tissue with some bone 
and part of a synovial space show- 
ing chronic inflammatory change. 
There is nothing suggestive of tum- 


” 


our. 


Course 

A second X-ray at the end of two 
months showed progressive invasion 
of the head of the tibia of an appar- 
ently sarcomatous nature. There 
was further local swelling of the leg. 
The patient was rapidly losing 
weight and strength. Despite a 
course of deep X-ray therapy, she 
died two and one half months after 
the initial examination. Metastatic 
lesions appeared in the chest prior 
to death. 


Diagnosis 
Sarcoma. 
J. F. Brailsford, M.D. 
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(CONSULTATION SERVICE) 


The Patient With A Colostomy 


Question: 

A patient has had the sigmoid and 
rectum resected for cancer. What simple 
instructions may I give him, so that he 
can manage it and still keep on with 
his job (office manager)? M.D., Dayton, 
Ohio. 


Answer: 

The best specific directions published 
recently are those by Alex W. Ulin, De- 
partment of Surgery, Hahnemann Hos- 
pital and Medical College, Philadelphia: 

Advice for Patients With Colostomy 

In the treatment of your particular 
disease, for the purpose of cure, a colos- 
tomy was done. The colon or large bow- 
el was divided, and the functioning end 
brought out through the abdominal wall 
as a new and artifical rectum. It is 
through this opening, this colostomy, 
that you will now have your bowel move- 
ments. After you have fully recovered 
from the operation, and your colostomy 
has a chance to work well, you will find 
that you will get along beautifully; per- 
haps you will have better control of 
bowel movements than ever before. No 
one, not even your close family, need 
ever be aware that you have a colos- 
tomy. You will prove to yourself that 
you can get along normally. Many people 
about you, young and old will be having 
far more trouble with their diets and 
indigestion, with their bowel movements 
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and constipation, than you will have 
with your diet and your colostomy. You 
will get along well in every respect. 


The management of your diet and col- 
ostomy will begin soon after operation. 
About the seventh day after operation, 
the nurses will begin to irrigate your 
colostomy. They will teach you how to 
do this simple little job. Your diet will 
be such as to produce a more solid 
stool and fewer movements. This will 
make care of the colostomy simple and 
tolerable to the daintiest woman, to the 
most fastidious man, Before you leave 
the hospital, you will accomplish a colos: 
tomy irrigation under supervision of 2 
nurse. You will place your finger cov: 
ered by glove or finger-cot into the 
colostomy and get the feel of it. From 
time to time you may have to do this 
to clean out any hard fecal material 
and also to keep the opening from con: 
tracting down as the skin heals about it. 
Learn to take care of yourself; you'll 
find it easy. 

It may take months before you figure 
out a diet that is suited to you. Actually, 
the diet is not going to be too restrictive. 
You will eat well and you will have td 
guard against gaining too much weight 
What you want to avoid is a watery, 
frequent stool. Even before your opera: 
tion, before you took sick, certain foods 
disagreed with you. Perhaps mild excite: 
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ment, smoking, coffee or other bever- 
ages gave you diarrhea. You already 
know what disagrees with you, and in 
this respect you are your own best doc- 
tor. The colostomy really doesn’t change 
the situation much. But for your com- 
fort, your dietary conduct had better be 
reasonable. 

The purpose of the diet is to assure a 
formed, solid stool. Do not eat raw 
fruits and vegetables at first; later on 
you may find that you can take them 
as well as all the other things you ate 
before operation. If your stool becomes 
loose, stay at home, rest, go to bed, and 
start back on the first colostomy diet. 
Drink boiled skimmed milk. Irrigate the 
colostomy thoroughly with warm salt so- 
lution, If then the trouble still persists, 
see your family doctor who will examine 
you, advise you and prescribe for you. 
The framework of your diet follows, but 
don’t forget to use your own common 
sense in figuring out what agrees with 
you. 

Diet For Colostomy Patient 
Colostomy Diet 1. 

(Used in hospital while first gaining 
‘control and at any time later when loose 
movements occur.) 


Breakfast—Large portion of cream of 
wheat with boiled milk, sugar if desired; 


two hard boiled eggs; 
glass of boiled milk. 

Lunch—Creamed soups (creamed let- 
tuce soup three or four times a week); 
creamed fish or meat; baked or mashed 
‘Bpotato; boiled rice or custard; boiled 
milk if necessary. 

Dinner—Meat or fish, creamed when- 
ever possible; escalloped vegetable—no 
spinach or carrots; soft pudding, cus- 
tard or junket; boiled milk if necessary. 

Colostomy Diet 2. 
(Used after gaining control in the hos- 


dry toast; one 


it®pital (two weeks) and continued for two 


months at home.) 

Cream of wheat, puffed wheat or puffed 
‘rice 

Eggs, boiled, 
scrambled 

Oven-broiled bacon 

White bread, plain or toasted 

Plain white crackers or saltines 

Butter, cheese, milk, tea, coffee, cocoa 

Boiled rice, baked macaroni or spag- 
hetti 


poached, baked or 
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Baked custards 

Soups of all kinds except tomato or 

corn 

Potato, baked, mashed or riced 

Roast beef, lamb or chicken 

Broiled steak or lamb chop 

Fish, broiled, boiled or creamed 

Sponge or angel cake 

Colostomy Diet 3. 

(Added to Diet 2 after two months if 
control is still effective.) 

Raw lettuce and celery 

Cooked string beans, 

beets, winter 
asparagus 

Cooked fruits 

Orange juice 

Note: Avoid green corn, baked beans 
and fried foods. 

Smoking, coffee, other beverages and 
foods may make your bowel irritable. 
Use your judgment and avoid or restrict 
these, if loose movements occur. 

If constipated, use mineral oil, or 
agarol, a teaspoonful, a tablespoonful, or 
even more as required. If the stool is 
hard and dry, you may try a saline 
cathartic—sal hepatica or milk of mag- 
nesia. 


peas, 
squash, 


carrots, 
cauliflower, 


General Care 

You will not have to wear a colostomy 
bag during the fay. The colostomy may 
be covered with a gauze dressing (Steri- 
pads, bought in any drug store) or soft 
absorbent paper like Kleenex. Occasion- 
ally due to irritation from the catheter 
or examining finger the colostomy may 
bleed. Don’t be alarmed—apply the dress- 
ing, and bleeding will stop. The dress- 
ings are kept in place by any sort of 
an elastic belt, girdle or corset. A large 
square of oiled silk or rubber over the 
dressing will protect the belt. You may 
have to change the dressing a couple 
times a day. 

At home, you will irrigate your colos- 
tomy, and simply that means you give 
yourself an enema. You wash your bow- 
el out, have your movement and that’s 
the end of that. You are cleaned out. 
and have no movement or leak until 
your next enema. In a few months you’ll 
do fine on three such enemas a week, 
and no trouble between times. You'll 
become an expert and be able to tell 
the doctor a few tricks about colostomy 
care. 
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But right now, just as with diet, we’re 
telling you how to start out. Later on 
you can make changes to suit yourself. 
It is that easy. You use a simple enema 
outfit: can or bag, hose, control clamp, 
adapter, No. 22 French rubber catheter 
and lubricating jelly. Have finger-cots 
and rubber gloves handy. You'll need a 
rubber apron or perhaps a cover made 
from shower curtain material, which you 
can fit around your waist. You arrange 
the folds of the apron in such a way so 
that the enema return flows into a large 
pan or the toilet bowl. 


For the irrigation, use two quarts of 
warm fluid. It’s best to use salt solu- 
tion—teaspoonful of salt to each pint of 
water. You can use tap water. If there 
is poor return, you can try two more 
quarts of soapy water. You can do this 
job most conveniently at bed time. Then 
during sleep any further escape of fluid 
can be caught in a colostomy bag or 
large dressing. Arrange your protective 
apron, sit on a chair in front of the 
toilet bowl. Insert the catheter, well lu- 
bricated, as far as it will go gently, re- 
lease the control clamp and let the ene- 
ma go. You may have to squeeze the 
colostomy opening shut about the cathe- 
ter to keep the fluid from escaping. 
Changing position, gently kneading the 
abdominal wall, massaging from right to 
left, will help emptying. Take time for 
this—relax, smoke, read or do your 
nails. If the enema doesn’t clean you 
out, use two or more quarts of fluid, 
soapy if you are constipated. If the 
catheter doesn’t insert easily, or if the 
fluid doesn’t escape readily, place a 
gloved finger, well lubricated, into the 
opening. Remove any hard material; 
gently stretch the opening if it has con- 


tracted. The enema complete and thor- 
ough, you take a bath or shower and 
you are ready to go to work or to a 
party. You'll be taking an enema every 
day after operation. However, after two 
months, try to increase the time be- 
tween irrigations, Depending on your 
bowel habit and dietary control, you'll 
make the grade on three enemas a week, 


Like any person, you must observe 
the general rules of health. Visit your 
doctor several times a year for check- 
up. Eat regularly, keep decent hours for 
work, recreation, and sleep. You should 
enjoy some form of outdoor exercise, 
even if it is walking, as often as pos- 
sible. Many patients find that they feel 
better, their colostomies work better 
when they do some form of setting-up 
exercises every morning. This need take 
only five minutes. With hands on hips, 
legs straight try the following exercises: 

1. Bending at the waist forward and 
then backward, ten times. 


2. Bending to the side, at the waist, 
left and then right, ten times. 


3. Twisting the trunk at the waist, left 
and then right, ten times. Do not over- 
exert yourself. Don’t miss a morning. 
Consult your doctor about the kind of 
exercises that you may do. 


Finally, always remember that you are 
not a cripple in any way. Your rectum 
is located in a different place, but in a 
place where under direct vision, it gets 
better attention and is kept a whole lot 
cleaner, There are people with colostom- 
ies all about you, teaching school, prac- 
ticing medicine, working in factories, en- 
joying vacations and leading happy mar- 
ried lives. Your colostomy is a small 
price to pay for being alive and well. 


Management of Hirshsprung’s Disease 


Question: 

I have a girl of 4 years who has an 
enormously distended abdomen. Consul- 
tation with a competent radiologist indi- 
cates that the child has a congenitally 
distended colon or Hirschsprung’s di- 
sease. There is some conflict in the liter- 
ature as to sympathectomy, resection of 
the colon, or conservative treatment with 
enemas and antispasmodic drugs. 
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Answer: 


A narrowed, obstructing, non-dilating 
rectosigmoid is the cause of the dis- 
tended colon behind the obstruction. Sur- 
gical resection of this area has appar- 
ently cured 33 of 34 patients treated by 
O. Swenson et al. (Swenson, O., Rhein- 
lander, H.F. and Diamond, I.: Hirsch- 
sprung’s Disease. New Eng. J. Med. 2Al: 
551, 1949.). 
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Enlarged Prostrate Gland 


Question: 

What would you suggest as the best 
medical treatment for enlargment of the 
prostate gland? M.D. Clarksdale, Miss. 
Answer: 

In old men, the only medical therapy 
is the use of estrogens orally or by in- 
jection, routine and repeated urethral 
dilatation, avoidance of irritating or al- 
cholic foods and liquids and chilling and 
avoidance of straining on emptying the 
bladder, If the bladder does not empty 
almost completely, medical therapy 


should be stopped and a competent urol- 
ogist secured to perform the easy re- 


section of the prostate through the ure- 
thra. 

In middle aged men, the condition is 
rarely surgical. Prostatic massage,occa- 
sional urethral dilatation with metal 
sounds and most important, a frank dis- 
cussion of sex life and reading by the 
patient of ‘‘Sex Manual’’ (see review in 
Clinical Medicine previously), are help- 
ful. The patient must not become de- 
pendent upon the physician. Some gen- 
eral practitioners and urologists have 
the patient return for prostatic massage 
over a period of months or years. This 
is as bad as a mother fixation. 


Virus Pneumonia or Cancer: 
Undiagnosed Shadows on Chest X-Rays 


Question: 

I take quite a few chest x-rays in the 
office as a part of every complete exam- 
ination, to look for tuberculosis and heart 
disease and occasionally find an area 
of density that cannot be explained, usu- 
ally a small circular or ovel area that 
seems to remain unchanged over a pe- 
riod of a month or two. Should lung 
cancer be thought of? I have sent the 
films for interpretation without receiv- 
ing much help. M.D., Carroll, Iowa. 
Answer: 

Cancer of the lung has a silent phase 
and is often detectable before symptoms 
or definite signs occur (R. H. Overholt 
of Tufts College Medical School, Boston). 
The air within the expanded lung pro- 
vides a contrast medium for detection 
of changes in density. Small tumors 
growing in the periphery will cast a di- 
rect shadow. Atelectasis (collapse) of a 
segment of lung will appear when a 
small tumor centrally located causes 
bronchial obstruction, (see figure 1.) An 
airless segment will cause cast a shadow 
many times the size of the shadow of 
the lesion itself. 

DO NOT MAKE A DIAGNOSIS OF 
“VIRUS PNEUMONIA.” This is the one 
of the most common errors in practice 
today, when an abnormal shadow ap- 
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pears. Follow it up with weekly films 
until the diagnosis of pneumonitis, tu- 
berculosis, pneumonia or lung carcino- 
ma is clear. 

Do not ask for consultation with the 
type of roentgenologist who makes a di- 
rect diagnosis from a chest film. Rarely 
is this possible or desirable. The accu- 
rate roentgenologist describes the abnor- 
mal shadows, then suggests what various 
possibilities may be the cause as indi- 
cated by other clinical data and follow- 
up. 

Leo Rigler, University of Minnesota 
Medical School, Minneapolis, states that 
study of many patients with lung car- 
cinoma had _ revealed earlier x-ray 
changes from % to 5 years previously 
which were dismissed as ‘‘pulmonary 
emphysema.”’ Signs: Increased radiabili- 
ty of one lung (often an early sign of 
lung cancer), a minor difference in size 
of the root shadows of the two lungs 
which may be an early indicator of can- 
cer, bandlike or linear areas of ate- 
lectasis in the lungs and a nodule in the 
periphery, which may be called a tuber- 
culoma, all are early signs which may 
mean insidiously developing carcinoma, 
curable cancer. Don’t wait for persistent 
cough, hemoptysis weight loss, and chest 
pain. 
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Spinal Anesthesia for Megacolon 


A high spinal anesthetic apparently 
cured 8 of 12 cases of congenital mega- 
colon in infants and children, im- 
proved 2 and failed in 2. The improve- 
ment has persfsted for as long as 9 
years following a single anesthetic. The 
anesthetic must reach as. high as the 
anterior roots of Thoracic 5 in order to 
abolish all activity in the splanchnic 
nerves. The recti abdomini should be 
flaccid so that the epigastrium bulges 
when the child cries or coughs and the 
anesthesia may go so high that tingling 
can be felt in the inner side of the hand. 


Mineral oil is given postoperatively, 
and enemas with gradually decreasing 
frequency. The children became much 
brighter and more energetic physically. 
Diagnostically, one must remember that 
the malnutrition and ill-health plus the 
abdominal fecal masses cause a clinical 
picture resembling that of tuberculosis 
of the mesenteric nodes; four of these 
children were salvaged from sanatoria. 
—E. D. Tre Tetrorp, F.R.C.S.. and H. A. 
Haxton, M.D. British Medical Journal. 


Streptomycin for Tularemia 

1 to 2 Gm. daily doses of streptomycin 
for 5 to 7 days is an effective treatment 
for tularemia. W. E. HeErre.,, M.D. 
in Minn. Med. 

(Prolonged use of streptomycin in 
amounts of more than 1 Gm. daily, ex- 
cept orally, inevitably will have a toxic 
effect on the eighth nerve and a dis- 
turbance in vestibular function (dizzi- 
ness, loss of sense of balance). 


Local Nitroclyerine for 


Raynaud's Disease 

Two percent nitroclyerine in lanolin 
rubbed into the hands relieves the vaso- 
spasm of Raynauds’ disease, in some 
cases.—Southern Med. & Surg. 
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Treatment of Acne 

After many years in the dark as to the 
treatment of Adolescent Acne, I found the 
following most satisfactory: One tea- 
spoonful of Occy-Crystine in one quart of 
cold water. Keep in cool place. Drink 
glass on rising—stomach empty—and 
continue for a few weeks. In most cases 
marked improvement will be noticed in 
a week or ten days. Treatment to be con- 
tinued off and on during adolescent 
period. 


Transfusions for Anemia 

Infections, rheumatoid arthritis, rheu- 
matic fever, cause an iron deficiency 
anemia that does not respond to iron. 
Administered iron is stored in the tis- 
sues, which are already oversaturated, 
but is not absorbed. If the anemia is 
severe, the only effective therapy is that 
of transfusions of blood, and of course, 
that directed at the original infection. 
—C. A. Fincu, M.D. (Harvard Medical 
School, Boston) in Amer. Prac. 


Unsuccessful Injection of 
Varicose Veins 

Thrombosis may not occur following 
any known type of solution for varicose 
veins. The twin injection of quinine and 
salicylate may succeed in ‘such difficult 
cases or 30 percent saline solution may 
be used. Ligation of the veins with si- 
multaneous injection always achieves 
thrombosis.—British Med. J. 


Estrogen Treatment of 
Hyperthyroidism 

Hyperthyroidism may be treated with 
estrogen and heavy fat feedings. A high 
blood cholesterol tends to diminish thy- 
roxin effects. Estrogen causes an in- 
crease in blood cholesterol. Propylthi- 
ouracil however, is directly effective in 
the treatment of hyperthyroidism. — 
Southern Medical Journal, editorial. 
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Heart Symptoms with Goiter 

Thyrotoxicosis should not be diagnosed 
unless tachycardia, auricular fibrillation 
or other fault of the pulse or heart is 
found. Thus one will avert the tragedy 
of a thyroidectomy in a neurotic patient. 
The heart rate during sleep is often 
slower than the habitual rate but the 
discrepancy between sleeping and wak- 
ing pulse rate is not as great as in 
nervous tachycardia. This tachycardia 
can be slowed down for a time by iodine 
or more spectacularly and continously 
by propylthiouracil. Digitalis is without 
much effect on this rate. Continuous or 
paroxysmal auricular tachycardia or 
fibrillation is often found.—William Ev- 
ans, M.D. in Proc. Royal Soc. Med. 
Eng., May 1949. 


Neurogenic Pruritus Ani 

The occasional case of persistent anal 
pruritus in which no etiological factor 
can be demonstrated by painstaking in- 
vestigation, may be due to a neurosis, 
as there is a definite masturbatory ele- 
ment in many cases of pruritus. Local 
therapy is futile. Despite constant itch- 
ing, the perianal skin shows few signs 
of the usual chronic dermatitis, and may 
appear normal except for scratch 
marks.—Emil Granet, M.D. in Review 
Gastroent., July 1949. 


Uterine Bleeding 


Uterine bleeding may be precipitated 
or prevented by emotional stress. The 
psychic element plays an enormous role 
in dysmenorrhea, the results of preg- 
nancy phobia and tocophobia, and in the 
climacteric and _ pre-climacteric syn- 
dromes. — Willard Cooke, M.D. (Dept. 
Obstetrics, University of Texas, Galves- 
ton) in Kansas City Medical J., May- 
June 1949. 
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Hypogonadism in Childhood 


In childhood, hypogonadism is a nor- 
mal state. All children have undeveloped 
gonads, if you look at it from an adult 
point of view. A diagnosis of hypogonad- 
ism cannot be made before puberty. 
There are instances in which the geni- 
talia may be small and penile develop- 
ment much lower than normal in infancy 
or childhood.—E.P. McCullagh, M.D. in 
Postgraduate Medicine, July 1949. 


Slow Pulse and Edema 

The combination of slow pulse and 
edema should make one suspect myxe- 
dema. The electrocardiogram shows a 
low voltage curve with flattening or in- 
version of the T wave. The usual signs 
of slowed metabolism are found.—W. 
Evans, M.D. in Proc. Royal Soc. Med. 
Eng., May 1949. 


Undiagnosed Skin Lesions 

Take blood Wassermann tests on pa- 
tient with undiagnosed or atypical skin 
eruptions or mucous membrane lesions. 
—Diagnosis of Syphilis, Veneral Disease 
Education Intitute, Raleigh, N.C. 


Increasing Dysmenorrhea 

Increasing pain with menstruation is 
typical of endometriosis. Pain on move- 
ment of the cervix by vaginal examina- 
tion, jarring, coitus, riding on a rough 
road, defecation or sitting down suddenly 
is significant. — John Fallon, M.D., 
A.M.A. convention 1949. 


Facial or Ocular Palsy 

Neurosyphilis should be _ suspected 
and repeated Wassermann tests taken in 
cases of facial and ocular palsy.—Hand- 
book for Physicians, Venereal Disease 
Education Institute, Raleigh, N.C. 
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Any book reviewed or listed in these columns will be procured 
for our readers if the order, addressed to CLINICAL MEDI- 
CINE, 1232-36 Central, Wilmette, Illinois, is accompanied by 
a check for the published price of the book. 


Textbook of Bacteriology 


By J. M. Dougherty, A-B., Ph.D., Profes- 
sor of Bacteriology, Villanova College and 
A. J. Lamberti, B.S., M.S., Instructor in 
Bacteriology, Temple University Medical 
School. Second Edition. C. V. Mosby Co. 
St. Louis, Missouri. 1950. $5.75. 
This short text presents the fundamentals of 
bacteriology for the predental, premedical and 
nursing student. By use of simple prose and 
teaching illustrations, the beginner learns to 
grasp the important aspects of bacterial types 
and their differentiation as well as their re- 
lation to immunity and to various related 
tests. The history of bacteriology is condensed 
and interesting. Basic material is given con- 
cerning laboratory studies of bacteria. 


A Short Practice of Surgery 


By Hamilton Bailey, F.R.C.S. (Eng.), 
F.A.CS., F.1.C.S., F.R.S.E., Surgeon, 


Royal Northern Hospital, London; Senior 
Surgeon, St. Vincents Clinic and the Ital- 
ian sera’) etc. and R. J. McNeill Love, 


M.S. ( , F.R.C.S. (Eng), F.A.CS., 

F.I.C.S. Surgeon, Royal Northern Hospital, 

Midmay Mission and Metropoltian Hos- 

pitals, etc. Eighth Edition. 1,198 illustra- 

tions, 280 colored. Williams and Wilkins 

Company, Mt. Royal and Guilford Ave. 

Baltimore 2, Maryland. 1949. 

A thousand pages of unusual illustrations and 
good surgical advice, this is the best bargain 
possible for the student or the surgeon. 

Bailey has long been famous for his original 
photographs and teaching illustrations, for his 
originality of expression and easily remem- 
bered aphorisms. Hundreds of examples of 
each are to be found, comprising diagnostic 
pointers and therapeutic thumbnails. 

A systematic method of presentation enables 
the entire field of modern surgery to be 
covered in a logical manner. Necessarily, but 
little is given of several bordering sciences, 
such as bacteriology and surgical physiology. 

Here is to be found applied, clinical surgery 
that can be used, can be remembered, and 
should be kept handy for quick reference. 


Gynecology 


The Teachings of John I. Brewer, B.S., 
M.D., Ph.D., Professor of Obstetrics 
and Gyneco , Northwestern University 
Medical School: Chief, Gynecology and 
Obstetrics, Passavant Memorial Hospital, 
Chicago. Thomas Nelson and Sons, 385 
Madison Ave., New York City, 17. 1950. 
This is the gynecology of the patient and of 
of the physician who must make the diagnosis 
in office or hospital. 
Unlike the usual text which describes each 
disease entity separately, as if the physician 
had already made the diagnosis, this work 
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takes up the presenting symptom and/or sign 
and considers those conditions which can be 
the etiologic factors. 

For example, respective chapter headings 
are asymptomatic pelvic tumors, pelvic 
tumors with abnormal uterine bleeding and 
with pain, pelvic tumor with pain and with- 
out bleeding, bleeding and pain without tumor, 
pelvic pain without tumor and without abnor- 
imal bleeding, dysmenorrhea, dyspareunia, 
leukorrhea, sterility, bearing down discomfort 
—the differential diagnosis is then taken up 
under each heading, and clinical, common- 
sense advice given. 


Textbook of Anatomy and Physiology 


By Carl C. Francis, A.B., M.D., Assistant 
Professor of Anatomy, Department of 
Anatomy, Western Reserve University, 
Cleveland, Ohio and G. Clinton Knowlton, 
Ph.D., Assistant Professor of Physical 
Medicine, Emory’ University Medical 
School. Second Edition. St. Louis: C. V. 
Mosby Co. 1950. $6.20. Pp. 625; 365 illustra- 
tions, 31 color plates. 
A combined anatomy—physiology which can 
well serve as an introductory text for be- 
ginners in the two fields, i.e., embryo biolo- 
— nurses in training, general college stu- 
ents. 


The photographs illustrating the various mo- 
tions around each joint and clearly depicting 
abduction, adduction and so on, will serve to 
make a difficult topic easier for the tyro. 


The text is simply written but does not 
sacrifice accuracy. The illustrations, which 
number in the hundreds, make clear the 
various body tissues and organs. 


The Nature of Physical Reality 


A Philosophy of Modern Physics. By 
Henry Margenau, Professor of Natural 
Philosophy and Physics, Yale University. 

McGraw-Hill Book Company, 330 West 

$350 Street, New York City, 18. 1950. 

50. 

All those interested in physics will enjoy the 
author’s broad gauge discussion relative to 
modern and classical science. This dissertation 
considers the problems of physics in a phil 
osophical way. He considers physical science 
in relation to other fields of science and to 
philosophy, and indicates the effect on philos- 
phical problems of factual scientific discov- 
eries. 

The author feels that the rapid advances in 
the field of physics are not accompanied by 
a realization of their philosophical implica- 
tions. 

This volume is an amazing combination of 
science and thought, facts and theories de- 
rived therefrom. 
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Medical Books, Libraries and Collectors 


A study of Bibliography and The Book 
Trade in Relation to the Medical Sciences. 
By John L. Thornton, A-L.A., Librarian, 
St. Bartholomew’s Hospital Medical Col- 
lege, London, England. London: Grafton & 
Co. 1949. 
To one who has made medical literature an 
avocation for years, this volume was a gold 
mine of information furnishing, as it does, 
the earliest beginnings of medical literature 
and authors up to the present, the rise of 
medical journals and medical societies and 
medical publishers. The author is to be com- 
mended upon a tremendous job of chronologi- 
cally recording and assembling all such data 
and presenting it succinctly. Not the least in- 
teresting portion is that concerning private 
libraries, illustrated with frontispieces. 


Penicillin: Practical Application 


Edited by Professor Sir Alexander Flem- 
ing, M.B., F.R.C.S. Professor Emeritus of 
Bacteriology, University of London, etc. 
Second Edition. St. Louis: C. V. Mosby 


Company. 1950. $7.00. 
Special sections on the use of penicillin in 
the various fields as well as in general prac- 
tice, together with brief notes on the recent 
proven antibiotics, provide a varied and us- 
able summary of the most important antibiotic 
of them all. Recognition and treatment of 
penicillin allergy (it may be due to sensitivity 
to one brand of type of penicillin preparation) 
is well presented. The laboratory study on 
penicillin and determination if a patient’s in- 
fection is pencillin senstive are discussed. Pro- 
phylatic use of penicillin in obstetrics is con- 


sidered. A very usable book for any phy- 
sician. 


Life and Morals 


By S. J. Homes. New York: The Mac- 

Millan Company. 1948. $3.00. 
A controversial dissertation which presents 
many ideas for discussion, i.e. ‘‘In matters 
of science, it has been repeatedly proved that 
the position of the Church was wrong and the 
Church backed down, but: in the matter of 
morals there is no backing down. . . . Hence, 
our morals must remain eternally in the 
dead hand of the past.’’ In regard to birth 
control, “It comes down to a safe contracep- 
tive or a safe period.’’ The author feels that 
we should establish a new moral code which 
is removed from ancient codes and religions 


and relevant to biology, psychology and social 
sciences. 


Physiology in Diseases of the 
Heart and Lungs 


By M. D. Altschule, Assistant Professor 
of Medicine, Harvard Medical School, etc. 
Cambridge, Massachusetts. Harvard Uni- 
versity Press. 1949. $5.00. 
A thorough review of physiology applied to 
cardio-pulmonary function and diseases 
thereof, this book will orient the internist and 
even the cardiologist in a rapidly changing 
field. The general practitioner will be thought- 
ful after reading that despite modern therapy, 
patients with serious chronic decompensation 
of the heart have control of ‘“‘the symptoms 
of dyspnea, orthopnea and edema but the 
results of cardiovascular physiologic measure- 


ments in each case failed to return to normal 
values.”’ 
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Varicose Veins 


By R. Rowden Foote, London. St. Louis: 

C. V. Mosby Co. 1949. $8.00. 

The author feels that all persons affected 
with varicosities can be helped, if not cured. 
The book is written solely for the average 
practitioner, without reference being given to 
such technical procedures as embolectomy or 
sympathectomy, which is as it should be. 
Several good points in technic are shown in 
the ligation of the saphenous vein, including 
the lifting of the skin so that there is no 
danger of injury to the vein nor loss of time 
= dissecting for it through the subcutaneous 
at. 

This book may be warmly recommended 
because the essentials it stresses, namely 
local compression, support, ambulation, mod- 
ern methods of covering raw surfaces, tech- 
nic of vein management, have been proven 
in his country and ours. 

Every general practitioner and most sur- 
geons should have it. 


A Textbook of Medicine for Nurses 


By E. Noble Chamberlain, M.D., F.R.C.P., 
Senior Lecturer in Medicine, University 
of Liverpool, etc. Foreword by Dame 
Ellen Musson, D.B.E. Fifth Ed. Oxford 
University Press: London, New York, Tor- 
onto. 1949. $6.00. 
This standard textbook has been extensively 
revised since the fourth edition in 1943. The 
author has correlated it with modern teach- 
ing of medical students. Newer methods of 
therapy including biotics and radiotherapy are 
well covered. 


Cardiography 

By William Evans, M-D.. D.Sc., F.R.C.P., 

Physician, Cardiac Department. London 

Hospital, England, et al. C. V. Mosby 

Company: St. Louis. 1949. $6.75. 
A modern text on the recording of electro- 
cardiograms and phonocardiograms, and their 
interpretation, especially written for the stu- 
dents in postgraduate study and as an aid in 
interpreting tracings. The reproductions of 
electrocardiograms is sharp and clear. The 
material is terse and directly to the point. 


Pathology in General Surgery 


By Paul W. Schafer, M.D. Professor of Sur- 
gery and Chairman of the Department, 
University of Kansas School of Medicine, 
Kansas City. Chicago: University of Chi- 
cago Press. 1950. $7.50. 
The average general surgeon and general prac- 
titioner wishes to know more abcut pathology 
but does nct relish the usual didactic patho- 
logic text. 

This magnificent text is written by a clini- 
cian for clinicians. It is of interest to the 
man who must care for patients, because it 
presents a photograph in full color of the 
lesion, often an x-ray or other clinical evi- 
dence, the microscopic picture and a short 
discussion in summary. 

The author, the publishers and Searle and 
Company, who furnished the color plates, are 
to be congratulated. 

Each system is taken up in turn, i.e. the 
parieties, vascular system, endocrine grands, 
breast, lung and mediastinum, head and neck, 
esophagus, stomach, dudcdenum and small in- 
testine, appendix, colon and rectum, pancreas, 
liver, gall bladder and bile ducts, and perito- 
neum. 
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Diseases of Foot 


By Emil D. W. Hauser, M.S., M.D., As- 

sociate Professor of Bone and Joint Sur- 

gery, Northwestern University Medical 

School, Chicago; Attending Orthopedic 

Surgeon, Passavant Memorial Hospital, 

Chicago. Second Edition. Philadelphia: 

W. B. Saunders Company. 1950. $7.00 
The author presents the view that treatment 
of food lesions must be functional. ‘‘Function 
is the primary consideration in the treatment 
of any condition affecting the foot and has 
been the theme throughout this text.’’ This 
is in sharp contrast to the older, static idea 
of treating bones alone. 

The illustrations on the anatomy of the foot 
present unusual and clinically valuable stud- 
ies of the nerve and arterial supply. 

The author constantly stresses body posture, 
as a prerequisite to correct foot function, and 
suggests that practice be carried out using a 
small, weighed bag carried on the head for 
periods of time. 

The management of fiat foot, fractures, per- 
ipheral circulatory disease, infected toe nails, 
calluses of the sole of the foot and fungous 
infections are very helpful to the average phy- 
sician. 


iprgg in General Practice 


By Peerman Nesselrod, goats M:.S., 
it’se (Med.), M.D., F.A.C.S., F.A.P.S., As- 
sociate in Surgery, Northwestern Univer- 
sity Medical School, Chicago: Associate 
. Surgeon, Division of Proctology, Evans- 
ton Hospital, Evanston, Illinois, etc. Phil- 

adelphia: W. B. Saunders Company. 1950. 
Of interest to general practitioners, general 
surgeons, internes and medical students. 

The recognition and the management of the 
common anorectal conditions are emphasized. 
Technics are presented that may be employed 
by any interested physician. 

The authors technic of hemorrhoidectomy is 
effective. It does not encourage the burying of 
large amounts of suture material, it protects 
against hemorrhage and the patients are much 
more comfortable with it than with the am- 
putative crushing type. 

The authors research or crypt infections, 
their relationship to anal lesions, and their 
treatment is very helpful to the physician 
who wishes to cure his patients. 

The illustrations are well prepared and clini- 
cally useful. 


Sex Without Fear 


By S. A. Lewin, M.D. and John Gilmore, 
Ph.D. Foreword by Sarah K. Greenberg, 
M.D. New York City: Lear Publisher, 
Medical Division. 1950. 00. 
A frank book written for the general public 
and intended to be distributed or prescribed 
by the physician. 

The chapter on coitus is worth the price 
of the book to the inhibited woman or selfish 
man. The emphasis is laid on the fact that 
whatever is enjoyable to both, is normal. 

In simple terms, the reproductive system, 
the endocrine glands, the art of intercourse, 
sex desire and frigidity, ae sterility, 
telling children about sex, > iomaie and 
male climacteric, tine. ‘cauieaention. 
abortion and venereal diseases are discussed, 
often with helpful illustrations. 

As is so often the case, the general practi- 
tioner is slighted. In cases of sterility, it 
states “‘their private physician can recom- 
mend a specialist in this field.”” Why a gen- 
eral practitioner cannot examine spermatozoa 
under the microscope is not given. 


CLINICAL MEDICINE 


The Practice of Medicine 


By Jonathan Campbell Meakins, C.B.E., 
M.D., LL.D., D.Sc., Formerly Professor 
of Medicine and Director, Department of 

Medicine, McGill University; Formerly 

Physician in Chief, Royal Victoria Hos- 

pital, Montreal, Canada, etc. Fifth Edi- 

— St. Louis: The C. V. Mosby Company. 
The fifth edition of ‘‘Meakins’’ brings this 
great text up to date. The author has always 
been a clinician rather than a researcher 
secluded from patients and this touch is 
shown in his book. His admirable material on 
dyspnea and its elucidation makes a difficult 
topic’ clearer. 

Antibiotic therapy has been presented as a 
separate chapter to emphasize the fundamen- 
tals, rather than the transient changes from 
month to month. 

Psychiatry has been replaced by a larger 
section on psychosomatic medicine, which 
presents man as a functioning being rather 
rather than a subject measured in the metric 
system. 

The introduction is a masterpiece of integra- 
tion of medical advance and thoughtful study 
of the human beings as they advance through 
life, and its vicissitudes. 

The section on edocrine glands has been 
rewritten. Many clinical illustrations portray 
the appearance of disease. 

This is the ideal reference text for the 
general practitioner. 


The Merck Manual 


Of Diagnosis and Therapy, A Source of 
Ready Reference for the Physician. Rah- 
way, New Jersey: Merck & Company, 
Eighth Edition. 1,600 pages. 1950. 
$4.50; thumb index edition $5.00. 
The use of bible paper has permitted the 
printing of 1,592 pages yet retained the size 
of a handbook. This manual summarizes 
current concepts on diagnosis and therapy in 
all fields of medicine and surgery. It cannot 
take the place of full fledged textbooks but is 
often of value as a source of quick reference. 
Its contents have been revised up to 1950. 
Medications used are usually those listed in 
the Pharmacopoeia, the National Formulary 
and New and Nonofficial Remedies with a 
few proprietary preparations, as recom- 
mended. by the consultant physicians. More 
than 1,175 prescriptions are conveniently ar- 
ranged into categories, according to their 
therapeutic action. 


Vitamins in Medical Practice 


The Vitamins in Medical Practice. By J. 
.P. London: Staples 
. 25/-net. (Staples 

Hy Inc. 70.E. 45th St., New York City. 

$4.50) 
The author has covered the literature, both 
clinical and basic science, in an attempt to 
present all that is known about the vitamins 
that might be of interest to the physician. 

First there is a description of each vitamin; 
second, the ‘‘accepted’’ major syndromes re 
ferable to vitamin deficiency and third, the 
individual systems are considered in relation 
to the vitamin status of the body and the pos- 
sible valye of vitamins in affections not due 
to their lack. 

A serious deficiency is the lack of illustra- 
tions, either black and white or colored 

The physician will find a tremendous amount 
of information but little skilled guidance in 
utilizing it in practice. 
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